Abstract
Introduction
Within the adult population, anatomic variations of the sinonasal bony framework are known to contribute to the development of chronic rhinosinusitis. 1, 2 Most of these variations are important to take into account during functional endoscopic sinus surgery (FESS). Some of these variations are also encountered in children. As long as the prevalence of chronic rhinosinusitis in children continues to increase, the correction of such variations will be of interest.
Among the abnormalities seen in pediatric sinonasal anatomy, anomalous bony pneumatization is not common. Pneumatization of the inferior turbinate in children is extremely rare, as only 3 such cases have been previously reported in the literature. 3, 4 None of these cases was, however, characterized by additional pneumatization anomalies of the sinonasal skeleton.
We describe the unique case of a child with a history of recurrent acute rhinosinusitis who presented with a concha bullosa of the inferior turbinate and coexisting pneumatized anatomic structures.
Case report
An 11-year-old girl was referred to our ENT department for evaluation of recurrent episodes of bilateral nasal obstruction, rhinorrhea, postnasal drip, and nocturnal cough. On four separate occasions during the preceding year, her pediatrician had successfully treated her with medical therapy for recurring acute rhinosinusitis. Otherwise, her general medical history was unremarkable, and tests for common allergens were negative.
Th e patient had previously undergone sinonasal computed tomography (CT) during a particularly serious episode of rhinosinusitis. Upon interpretation in our department, the CT scans revealed a surprisingly unique anatomy. CT showed the presence of a left inferior concha bullosa and bilateral pneumatization of the uncinate process and the Haller cells (fi gure).
A complete ENT examination was carried out during this visit. Anterior rhinoscopy revealed a deviated septum and some degree of inferior turbinate hypertrophy. Following nasal decongestion with xylometazoline 0.1% and oxybuprocaine 1% in equal parts, a rigid nasal endoscopic evaluation (2.7 mm, 30°) was performed. Endoscopy detected no particular pathologic signs or obstructing adenoid tissue.
Th e patient was dismissed with medical advice for local hygiene and periodic clinical-endoscopic control. At the 12-month follow-up, she had not experienced any more episodes of signifi cant rhinosinusitis.
Discussion
Variations of the anatomic structures in the nose and paranasal sinuses are a common fi nding in adults.
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Th e associations among such abnormalities and disease genesis, imaging fi ndings, surgical solutions, and patient follow-up in the adult population are well described in the literature. However, these associations are not well described in children, as both CT and surgical therapy are performed less frequently in this population. 5 Consequently, the nature of sinonasal anatomic variations is much less known in children. However, the prevalence of chronic rhinosinusitis among children is increasing, and initial reports of the results of pediatric FESS revealed a substantial improvement in disease control and quality of life. 6 As a consequence, we would expect an increasing rate of pediatric FESS procedures. Th erefore, knowledge of the anatomy and its possible variations in the pediatric population provides a basis for understanding the associations mentioned above and the possible surgical solutions. However, anatomic variations alone cannot predict the presence or absence of rhinosinusitis or its gravity. 7 Th ese variations are only part of the answer.
Th e two most common sites of sinonasal pneumatization in children are the middle concha bullosa and the Haller cells. 6, 8 Fewer cases have involved the uncinate process, and only 3 have involved an inferior concha bullosa. 3, 4 Prior to this report, multiple anatomic variations had not been described in the same pediatric patient.
In conclusion, knowledge of the pediatric sinonasal anatomy and its possible variations is important not only for planning surgical procedures, but also in understanding the pathogenesis of the rhinosinusitis. 
